The most efficient and cost-effective approach to undiagnosed exudative pleural effusion remains uncertain. Both closed pleural biopsy and thoracoscopy may be utilized for the acquisition of pleural tissue. The cumulative yield of imageassisted (either ultrasound or computed tomography [CT] ) repeat thoracocentesis and pleural biopsy has been reported to approach that of thoracoscopy. Thoracoscopy, either medical (pleuroscopy) or surgical (video-assisted thoracoscopic surgery [VATS]), remains gold standard in undiagnosed pleural effusion with or without pleural thickening/nodularity or mass. However, thoracoscopy has its own limitations and contraindications. Image-guided pleural biopsy by endoscopic ultrasound (EUS) has never been explored in the past. We describe case series of EUS-guided FNA of pleural deposits in four patients. Case 1: A 50-year-old man, chronic smoker, presented with cough and weight loss. A CT scan of chest revealed a 5 cm × 4 cm size lesion near the apex of lung with pleural effusion. Family was unwilling for thoracoscopy. Linear EUS was performed from esophagus. EUS revealed a well-defined hypoechoic mass above the aorta between esophagus and chest wall. Fine needle aspiration FNAC showed non-small cell lung cancer. Case 2: A 58-year-old man, a smoker for 34 years, was evaluated for breathlessness and chest pain. CT scan revealed a pleural effusion and a nodule on the mediastinal aspect of pleura. He was unfit for bronchoscopy/thoracoscopy. EUS revealed 1.7 cm × 1 cm hypoechoic deposit on mediastinal pleura with pleural effusion. FNAC was diagnostic of nonsmall cell lung cancer. Case 3: A 65-year-old man, a smoker for 40 years, presented with breathlessness. A CT chest showed a mass above right lobe of liver and right-sided pleural effusion. He had low baseline oxygen saturation and could not be stabilized even after supportive therapy. An EUS-guided examination was done without sedation. Hypoechoic deposit was seen extending from diaphragmatic aspect to mediastinal aspect of pleura. FNAC was diagnostic of nonsmall cell lung cancer. Case 4: A 60-year-old morbidly obese (weight 124 kg) female presented with recurrent undiagnosed exudative pleural effusion. CT scan showed a mass close to right bronchus with massive right side pleural effusion. She was unfit for bronchoscopy or thoracoscopy. An EUS examination was done without any sedation. EUS revealed 5 cm × 6 cm hypoechoic mass (deposit) on mediastinal pleura with pleural effusion. FNAC showed multiple caseating granulomas suggestive of tuberculosis.
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Transaortic fine needle aspiration of lung cancer and mediastinal lymph nodes
Piyush Somani, Malay Sharma
Jaswant Rai Speciality Hospital, Meerut, Uttar Pradesh, India Background and Objectives: Obtaining a tissue diagnosis from lung tumor or mediastinal lymph node located lateral to the aorta (para-aortal) is a diagnostic challenge because of the interposition of the aorta. Invasive surgical procedures such as mediastinotomy, thoracotomy, or video-assisted thoracic surgery are required for the diagnosis of these lesions. Lymph nodes on the "far-side" of major blood vessels can be visualized by endoscopic ultrasound (EUS); however, fine needle aspiration (FNA) is avoided due to concern for bleeding complications. Tumors and mediastinal lymph nodes located in the para-aortic region can easily be visualized by esophageal EUS, because the aorta provides an excellent medium to transfer ultrasound waves. The objective of the study is to evaluate the feasibility, yield, and safety of EUS-guided transaortic FNA of lung tumors and para-aortic lymph nodes. Methods: A retrospective case series of 12 consecutive patients with suspected lung cancer or tuberculosis who underwent transaortic FNAC during a study period of 7 years. Based on computed tomography/positron-emission tomography imaging, a transesophageal FNAC performed through the aorta was considered as the only option to diagnose or stage these patients by means of a minimally invasive procedure. Seven patients had left-sided lung mass. Four patients has enlarged para-aortic lymph node, suspicious for IASLC Stations 5 (n = 1) and 6 (n = 3). EUS was performed with a linear echoendoscope. All aspirates were obtained under realtime US-guided FNA by using a 22/25-gauge needle. A single real-time FNA of the lung mass or lymph node was performed. Results: The final diagnosis was known in 11 patients (5 nonsmall cell lung carcinoma [SCLC], 2 SCLC, 3 tuberculosis, and 1 thymolipoma). EUS-FNA established diagnosis in 9 of 12 patients (75%). One procedure was abandoned due to complication. Conclusion: This case series demonstrates the feasibility and probable safety of single EUS guided transaortic aspiration in para-aortic lesions. The diagnostic yield is 75%. Clearly, further study and very careful selection by expert EUS operators are needed before this procedure can be routinely
